








5/LIQ
® 

(brodalumab) injection 
210 mg/1.5 ml 

Prescription In ormation 
& Enro ment Form 

® NEED ASSISTANCE?

Call [877-219-0059] 
Monday-Friday, 9:00 AM-7:00 PM ET 

& IMPORTANT: An incomplete form may delay the start of treatment. Please ensure all required fields marked with * are completed. 

Patient Name* Date of Birth* (MM/DD/YYYY) 

Section 7 Prescription Information 
Prescription only valid if received by fax. If not faxed, prescription 
must be submitted on state-specific form, if required for your state. 

r 

SILIQ® (brodalumab) injection 210 mg/1.5 ml, for subcutaneous use 
(lpk = QTY 2 Syringes) 

Induction Dose:* 

Maintenance Dose:* 

= 210 mg subcutaneous injection at weeks 0, 1, 2 , 4. QTY: 4 syringes 

= 210 mg subcutaneous injection every 2 weeks. QTY: 2 syringes # of Refills* 

Has the patient received a SILIQ® sample?* Yes � No 
- If you answered "Yes", supply date sample was given: (MM/DD/YYYY) 

... 

PRESCRIBER SIGNATURE REQUIRED TO VALIDATE PRESCRIPTION: I certify that I made the prescribing decisions indicated above based on my own 
independent medical judgment regarding what is in the best interest of the patient and that I have reviewed the current SILIQ Prescribing Information. By signing 
below, I confirm that: (1) I am certified as a healthcare provider under the SILIQ REMS Program, (2) I have counseled the patient on the risks of suicidal ideation and 
behavior that may occur with SILIQ, (3) the patient has signed the SILIQ REMS Patient-Prescriber Agreement, (4) I have given the patient the SILIQ REMS patient 
wallet card, and (5) I have enrolled the patient in the SILIQ REMS Program. I authorize Bausch Health US, LLC and its representatives to transmit this prescription to: 
the qualified pharmacy designated below, provided it is approved by the patient's plan; to a qualified pharmacy approved by this patient's plan if the qualified 
pharmacy designated is not a plan-approved pharmacy; any qualified pharmacy approved by this patient's plan if no qualified pharmacy is indicated. 

Signature of Prescriber" Date (MM/DD/YYYY)* 

D Dispense as Written 

Section 8 Preferred Qualified Pharmacy 

Pharmacies must be certified under the SILIQ REMS Program. A list of qualified pharmacies is available at SILIQREMS.com or by calling SILIQ Support 
at [877-219-0059]. As the treating physician, I have discussed preference for a qualified pharmacy with this patient, who prefers use of the qualified pharmacy 
indicated below. 

Pharmacy Name Phone Number 

Section 9 Submit form 

1. Ensure all required information is completed, Sections 1-9.

2. Healthcare professional to provide a copy of completed form to patient for their records.

r 

Ill Submit pages 2-5 via FAX to Siliq Support at [877-219-0054], 
or to your Specialty Pharmacy of choice. 

Fax Number 

, 

Simplify patient access 

with SILIQ Support 

We are committed to helping your patients 

save on their SILIQ prescriptions. 

Instant Savings Program >
https://www.siliq.com/savings-support/siliqsavings/ 

Patient Assistance Program >
https://bauschhealthpap.com 

Please see page 5 for Important Safety Information and click here for full Prescribing Information, including Boxed Warning about suicidal ideation and behavior. 
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PATIENT SECTION - Fields to complete:

- Patient Name (p2)
- Date of Birth (header p2)
- Patient Name
- Date of Birth (header p3)
- First Name
- Last Name
- Date of Birth
-Mailing Address
- City
- State
ZIP Code
Phone Number
- Email Address
- Signature of Patient/Personal Representative
- Date - Signature
- Print Name of Patient
- Communication Preferences: select Phone, Email, or Text
- Are you covered by insurance? (select Yes or No)

Please fill in all required fields before submitting.

Pop-up warning for
missing information
from Patient
Enrollment form on
page 2. Pop-up will
show the names of
the fields that have
not been filled out
by the user.

OK



HCP SECTION - Fields to complete:

- PatientName (p4)
- Date of Birth (header p4)
- PatientName (p5)
- Date of Birth (header
- Prescriber FirstName
- Prescriber Last Name
- Specialty
- Office Contact Name
- Practice Name
- StreetAddress
- City (prescriber)
- State (prescriber)
- ZIPCode (prescriber)
- Phone Number (prescriber)
- FaxNumber
- Email Address (prescriber)
- NPI #
- Date of Diagnosis
- BSA (Body Surface Area) Affected%
- TB Test Date
- Test Result
- # of Refills
- Signature of Prescriber
- Date (prescriber signature)
- Has prescription been sent to pharmacy? (select Yes or No)
- Has patient received a SILIQ sample? (selectYes or No)
- Previous Failed Treatments: check at least one or fill Other
Therapies/OtherSystemic
- Induction Dose orMaintenance Dose: select at least one

Please complete before submitting FAX to

OK

Pop-up warning for missing
information from Prescriber
Enrollment form on page 4.
Pop-up will show the names
of the fields that have not
been filled out by the user.
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